be released and the tube secured with tapes.
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Chest radiograph showing inadvertent intubation of the right main bronchus.
The photographs of ventilation, the apparatus for needle cricothyroidotomy, and the gum elastic bougie were taken by Ashworth Assaye, medical illustration department, BMJ3. The illustrations of the technique of intubation were reproduced from A Systematic Guide to Intubation (by P Lotz, F W Annefeld, and W K Hirlinger) by kind permission of the publisher, Atelier Flad, Eckental, West Germany, and the line drawings were prepared by the education and medical illustration services department, St Bartholomew's Hospital.
After intubation ventilation should proceed with a tidal volume of about 10 ml/kg at a rate of about 10 breaths each minute. Analysis of arterial blood gases should be undertaken at the first opportunity to reassess oxygenation and the adequacy of ventilation. Radiography of the chest should also be performed routinely after endotracheal intubation to catalogue the position of the endotracheal tube in the bronchial tree.
In conclusion, providing oxygen and ventilatory support as early as possible are prerequisites for successful resuscitation in victims of major trauma. Otherwise, as Haldane observed, hypoxia not only stops the machine but wrecks the machinery. 
Controversies in Therapeutics Management of urinary tract infection and vesicoureteric reflux in children
Operative treatment has no advantage over medical management R H R White
The management ofurinary tract infection in childhood has two principal aims: the relief of symptoms and the prevention of renal damage. The symptoms associated with urinary tract infection derive mainly from the lower urinary tract and are due to detrusor instability and urethral mucosal irritation. Vesicoureteric reflux probably plays little part in generating such symptoms, although gross reflux with extreme ureteric dilatation may create a substantial residual urine volume after voiding and encourage both urinary tract infection and instability. Treatment of symptoms has been described elsewhere' 2and consists, essentially, of the appropriate antibiotic coupled with dietary correction of constipation -which invariably accompanies recurrent urinary tract infection but is usually unrecognised-and advice on voiding practices aimed at ensuring complete emptying of the bladder.
It is sometimes claimed that children with unrelieved vesicoureteric reflux are more likely to have recurrent acute pyelonephritis, although I am unaware of published data to support this. The basis for diagnosis is irnsecure, and presentation with acute loin pain and tenderness, fever, and vomiting is uncommon in childhood. In my experience, alleged loin pain often proves to be related to an overloaded colon. Although symptoms may cause misery, it is the renal scarring associated with veiscoureteric reflux (reflux nephropathy) that carries the most potentially serious long term health risks, being the commonest single cause of both renal hypertension and chronic renal failure in childhood.
Reflux nephropathy results from the reflux of infected urine into the renal parenchyma by means of pyelotubular backflow.3 Not all children are born with
EDITORIAL COMMENT
The clearest message to come, from these two conflicting articles is that neither medical nor surgical treatment will be of much value ifinitiated too late. Appropriate investigation and accurate diagnosis at an early age, ideally earlier than 2 years, seem to be a crucial factor in determining outcome. The prospect of diagnosing reflux by antenatal ultrasonography is appealing but must be a long way removed from routine clinical practice.. Once the diagnosis is established the relative merits of surgery over medical treatment do not impress me so far as the results of prospective analysis are concerned. Endoscopic management sounds attractive but to introduce -this technique without a prospective and randomised trial would be inappropriate. 
